Study objectives: (1) To describe the union and life cycle of family rituals, such as specific habits of sharing daily meals, special events or other family activities, and (2) to analyse the relation between the practice of family rituals and the use by adolescents of mental health related ambulatory care services. Design: A cross sectional study. Setting: A public mental health care outpatient clinic, secondary educational centres and Alicante University (School of Social Workers and Nursing School) in Spain. Participants: A total of 282 living at home youngsters were included in the study. The case group, n=82, was sequential and consecutively drawn from the first consultation in a public mental health outpatient clinic attending a downtown area of Alicante. The comparison group (n=213) was made up of a conglomerate from various educational centres in the same metropolitan area. Main results: There was a significant difference (p=0.027) between the frequencies with which parents ate together with their offspring in the two study groups. The families of the adolescents comparison group significantly (p=0.00007) shared more family celebrations than the case group-also, the extended family was included more frequently. Moreover, differences between both groups were found in other activities and situations-adolescents in the case group reported carrying out less family activities than the adolescents in the comparison group (p=0.00001). The lower level of satisfaction in the adolescent's perception of family function led to a higher probability of presenting mental health complaints (p=0.00001). Conclusions: The youngsters with mental health complaints ate less frequently with both parents than the youngsters in the comparison group. They also shared less activities and practised less family rituals-union and life cycle-than the families of the youngsters in the comparison group, and showed a lower level of satisfaction in perceived family function.
A s daily health risks in the family environment have been considered thus far innocuous, and the ability to cope with them has been commonly assumed, little effort has been made in epidemiological research to deepen our understanding of this basic social unit, the family. Moreover, a strong tendency in epidemiology to focus on the individual may also have contributed to this fact. However, the new trends in epidemiology and public health give more emphasis to the analysis of systems and the way they relate to the individual, and vice versa. 1 This paper analyses the family as a system in relation to health complaints.
As social conditions influence individual life style through the family structure and its dynamics, the analysis of the family system should be considered a useful tool in public health to monitor social related health problems.
The General Theory of Systems have described the family as an open system of individuals embodying a bio-psycho-social unit, which, in constant evolution, develops its own history and living patterns. 2 In this sense, distress of a single member of this unit can be considered as a symptom of family malfunction. Besides, immersed in a broader social environmental net, the family carries out a constant exchange of information and feedback, where adaptation to social change becomes the key issue for the family's growth and survival. This adaptation is achieved through a self regulation process, where either existing rules are reinforced or new rules are created to insure healthy family function. [2] [3] [4] At the same time, this self regulation process is successful when the following competing forces balance properly: (1) Homeostatic forces, which keep stasis, and (2) Morfogenetic forces, which generate new situations and resources as well as facilitate the change. 2 3 5 However, on the one hand, some of the family systems are so strict that they become paralysed when changes occur: unable to create new rules to solve new conflicts, they continue to rely on what had worked in the past, but no longer functions. On the other hand, a family system that is too permissive confronts change in such an anarchic way that the result is once again dysfunctional. 3 4 6 The first results from abusing homeostatic forces, while the second follows the misuse of morfogenetic forces.
Since the early 1970s, rituals have been used in the clinical field to increase family cohesion, strengthen the individual sense of identity and promote changes at a family level. [7] [8] [9] [10] [11] At first, rituals were observed by anthropologists in religious contexts, but, later on, they were also observed in secular contexts. Rituals have been described as a series of repetitive, symbolic and sequential acts, which are performed by a group and passed on from generation to generation; not only behavioural rules, traditions and beliefs, but also the important events in the life of an individual or the group as a whole. 7 8 12-14 At the family level, rituals show the degree of cohesion existing among family members, as well as the rules and patterns that they follow relating to each other. In the same way the disorganisation of the family system is also related to the practice of rituals because of the absence of cohesion and rules. At the individual level, rituals play a significant part all the way through psychological growth and development. 10 12-15 This is one of the important reasons why rituals have been used by professionals in the family field as a principal diagnostic and therapeutic resource in their work with dysfunctional families. 7 11 16 17 Since the dawn of time, the dining table has been the nexus of familial interaction. The simple act of sharing meals solidifies the family's identity by modelling a wide range of learned behavioural patterns. One of the groups most affected in this sense are adolescents. Thus, the ritual of the shared meal continuously reinforces individual identity: who he/she is, where does he/she belong or which his/her role might be. 9 15 16 18 This is why it is considered a homeostatic ritual. 9 10 There is evidence derived from longitudinal studies based on social and biological information that suggests a relation between adolescent development and health problems. 19 20 Unfortunately, studies on the relation between adolescent health and family rituals are scarce. There are some studies that examine the connection between adolescents' behaviour and family rituals. For instance, the results of a study about the use of health services by adolescents showed that of the group with the highest need for services, 77% had the perception of family dysfunction. [21] [22] [23] [24] [25] The hypothesis of this study is that there exists a connection between the practice of family rituals and adolescent mental health. Therefore, the aim of the study is twofold: firstly, to describe the union and life cycle rituals, such as the sharing of daily meals as well as special events and other family activities. Secondly, to analyse the connection between the practice of family rituals and the use by adolescents of mental health related ambulatory care services.
METHODS
A cross sectional study was designed to obtain-through a structured anonymous questionnaire-individual and family data based on the perception of 14 to 23 year old adolescents. We chose this rank, for it coincided with the age when more than one half of the youngsters still lives with their parents and not only depends economically on them, but also in terms of psychological growth and development. It is important to mention that no member of the family has influenced on adolescents when responding the questionnaires.
A total of 282 youngsters who lived at home were included in the study. The case group, n=82, was sequential and consecutively drawn from first consultations with patients attending a public mental health outpatient clinic in the downtown area of Alicante (around 100 000 residential population). Fifty seven per cent were <18 years and 43% between 19 years and 23 years. Patients had been referred to the clinic through general practitioners in the area, either by clinical judgement or at the patients' request. The most frequent complaints were anxiety and depression. The exclusion criteria were based on the presence of cognitive problems when filling out the questionnaire and on a residence status outside the family.
As adolescents in general tend to exhibit a high degree of psychological stress, we felt that we needed to select an objective criteria to identify those individuals who were suffering from true emotional dysfunction. We chose as our study group those adolescents who had, of their own volition, sought assistance from health services. We assumed that those youngsters who continued to attend school, while possibly suffering from some emotional distress, were not so debilitated that they could not lead a normal life. The study group, however, had at some point reached a level of dysfunction, which they felt required outside intervention to overcome. Thus, the comparison group (n=213) was obtained by conglomerates from educational centres-55% <18 years from one secondary school centre and 45% between 19 and 23 year old from social work and nursing schools at the university-in the same metropolitan area. Therefore, given the fact that the public health system has universal coverage, in the event that the adolescents of the comparison group fell ill, they would be attended to by the same health clinic. Youngsters who admitted to having previously contacted mental health specialists (n=23) were excluded from the study. At the same time, 13 incomplete questionnaires were dropped out of the study. The final sample was composed of 82 cases and 177 non-cases.
To avoid the recall bias, a questionnaire asking about current family habits was developed. This questionnaire gathered the following information:
(1) Personal and family data (age, gender, number of family members living together, outside members living with the family and occupational and educational level of both parents). (2 ) Family typology (nuclear family, numerous nuclear family, enlarged nuclear family, extended family, binuclear family, single parent family and others).
(3) Family rituals:
• union rituals (homeostatic function), such as sharing meals with any member of the family at daily meals, as well as sharing with nuclear or extended family to celebrate special events, such as Christmas, Easter, Father's/ Mother's Day. In order to study the variables related to the habits of sharing meals with the family, local customs, such as getting together at lunch time (from 2-3 pm) or at dinner time (from 9-10 pm), were taken into account. The following response categories were considered, as well: -(a) Adolescents sharing meals (lunch and/or dinner) with both parents (yes/no). -(b) Adolescents sharing meals (lunch and/or dinner) with only one parent (yes/no). -(c) Sharing meals with none of the parents (yes/no).
• life cycle rituals (morfogenetic function), such as celebrating (yes/no) with the nuclear family and/or extended family special events, say, birthdays, anniversaries and welcome/farewell parties. 8 9 (4) Other activities which could gather the family together (yes/no): parties, holidays, trips, shows, movies, shopping, sports activities, table games, TV and family discussions, walks and homework and others. 12 (5) An "APGAR Family Questionnaire" was administered to test perceived family dysfunction. There was evidence to support the use of the APGAR Family Questionnaire as a reliable, validated, utilitarian instrument to measure a subject's level of satisfaction with five components of family function. 27 28 This is a self administered item questionnaire where the subject is asked to express his/her degree of agreement with each statement, using a three point frequency scale (0=rarely, 1= sometimes, 2= often). This questionnaire gathers information on the following variables:
I Satisfaction with the support received from the family. A pre-test (n=20) was performed to determine the presence of possible problems, the feasibility of the study as well as the operability of the questionnaire.
The statistical treatment of results was calculated using SPSS v.7.5 for Windows with 95% confidence levels for parameter estimation. In order to establish comparison groups, the following tests were used: (1) for qualitative variables, the Pearson's χ Non-cases Adolescent health and family ritualst test and one way analysis of variance; and (3) for ordinal variables, the Mann-Whitney U test. Table 1 shows sociodemographic characteristics for both groups. No significant differences were detected with regard to age, sex, family size, education level of both parents, inclusion of extended family members and mother's employment status. These are the principal variables that could influence the behaviour of the studied variables: the relation between family rituals-activities and APGAR, and the request for professional help. Table 2 shows the distribution of the family typology for each of the groups. As can be seen, a greater number of single parent family, binuclear or extended exists in the case group (p=0.02). Figure 1 shows a significant difference (p=0.027) concerning the frequency with which parents shared meals with their offspring in the two study groups. Out of a possible total of 14 weekly meals, the case group ate together an average of 4.49 (95% CI 3.31 to 5.59), while the comparison group ate an average of 6.02 (95% CI 5.26 to 6.78) meals together. The case group tended to miss weekday dinners and both lunch and dinner on the weekends, thus explaining the disparity between the two groups. Namely, the families of the study case group appeared to have had lunch separately 13.9 % (95% CI 10.1% to 17.7%) of the time, while the percentage of families who ate apart in the comparison group decreased to 4.5% (95% CI 1.5% to 7.6%) (p=0.008). Regarding dinner, the families of the case group ate apart 32.9% (95% CI 22.5% to 43.3%) of the time, while the percentage also decreased to 17.5% (95% CI 11.9% to 23.1%) (p=0.006) of the comparison group.
RESULTS
As figure 2 shows, the families of the comparison group not only got together more frequently than the case group for special events, such as New Year's Day, Easter, welcome/farewell parties (p=0.00007), but they also included the extended family more frequently in these celebrations.
Differences between both groups of families were also found with regard to other activities (fig 3) . Adolescents in the 
DISCUSSION
The results show that the families of adolescents with psychological problems practise fewer unifying and life cycle rituals, and share fewer activities than the comparison group. The former cohabitate more separately than the latter, with the resultant risk that their affective relationship might become impoverished. As compared with the study group, the comparison group seems better able to overcome those obstacles that impede daily family interaction: they travel more frequently and celebrate together those events that regulate and solidify affective distance among family members.
Although we have asked about the most common habits in the family life of the participants, the cross sectional nature of the study prevents us from identifying not only the trend of those customs, but also the changes that may have taken place at any given point. These changes are relevant, for they could provide information about the events that make the families self regulate. Therefore, it is highly important to clarify that this is not a causality study and that the cause and effect continuum could run in either direction. In this sense, it is possible, for example, that an eating disorder might act as an independent variable explaining why an adolescent eats with his family less frequently. Conversely adolescent's eating disorder may affect family interaction patterns, which may as well affect the adolescent. However, the number of cases with this symptomatology in the study were of little relevance: three cases of bulimia; one of anorexia and one case of diabetes who ate sweets voluntarily.
It has been observed that the number of retired parents is higher in the case group than in the comparison group. It would be interesting to further explore the study of this information using a larger sample-take for instance, the analysis of the reason for retirement-to find out why this group, who, theoretically, would have plenty of time to devote to their family, implement less unifying and life cycle rituals than any other group. In this study, the percentage of parents, who were retirees, housewives or unemployed, is so small than a more complex analysis could lose statistical validity. Also, no significant differences were found in the stratified analysis comparing the employment status of the parents-retired or active-and the behaviour of the principal variables, namely unifying and life cycle rituals and the adolescents perception of family dysfunction.
Single families may not be able to have regular meals with their children. None the less, this should not have an effect on the increase of emotional disorders if they shared other rituals or activities. Moreover, the absence of one of both parents could influence the patterns of family functioning, but this change does not necessarily have to be dysfunctional. In any case, as can be seen in table 2, the number of single families in our study precludes us from doing multivariate analysis to quantify the existence of differences related to the adolescent sought of professional help across family typology.
Although we have been able to identify the risks that are run when deficiencies exist in life cycle rituals and family interaction, we have not clarified the possible risks that may result from an excess of such activities. This is due partly to the paucity of information concerning what constitutes normalcy in the realisation of family rituals, above all, as functions of the age of the participants and the frequency of the activities.
As we have already mentioned in the Methods section, given the high rate of psychological disorders existing in adolescents who do not seek for professional services, it is possible that they have not been detected in the comparison group through the selection criteria. None the less, if these disorders had been detected and eliminated, the results would even have raised the differences between the adolescents groups of this study.
The findings should be interpreted in the sociocultural context of a urban area in Spain; an area that has been led to modify its traditional way of life. Social advances that have occurred throughout the 20th century have led to modifications of the traditional way of life. 2 5 29 The industrial revolution as well as women's entry into the occupational world and the resultant increase in commuting time have forced families to work out alternative methods to maintain strong family's relationships. 29 Besides, given that the vast majority of adolescents in both groups were middle class students, results can only be applicable to youngsters in a similar situation. Nevertheless, it is surprising to verify how the practice of lunch, which was the most practised unifying ritual, has been decreased remarkably. Social changes and the modern way of life seem to have made the practice increasingly difficult. However, a more detailed study of the data has showed us that, despite the fact that both groups eat less frequently together, the families of the case group do it even less frequently than the comparison group. This second group not only ate the midday meal together more frequently, but shared more midweek and weekend dinners, as well.
It is also important to note that the regularity with which the adolescents who requested health service assistance ate with both parents is significantly less, with respect to the comparison group. The relationship between both parents and the child is necessary to facilitate the process of maturation. 30 Even in single parent families, a child has an implicit contractual relationship with both mother and father. Although the child may prefer one parent to the other, both play an important part in the child's emotional development. 31 What is perhaps most deceptive are those cases in which both parents are present, and yet the child relates to only one of them, thus jeopardising the normal course of emotional development. 32 Union rituals serve to transmit belief systems and norms of behaviour. 8 24 The lack of such unifying practice can negatively influence the maturation process of an individual in the same way as, noted by Kuh et al, "poor family function may set a chain of adversity by inhibiting the acquisition of social capital-such as skills and self-esteem-which may lead to the possible presence of adolescent health complaints". 33 The families of those youngsters who requested assistance from mental health centres practise fewer life cycle rituals than the comparison group. These rituals facilitate positive changes during the development of an individual and indicate
Key points
• Sharing daily meals with the family constitutes a union ritual that promotes adolescent mental health.
• Youngsters who demand health care in mental health services perform less life cycle rituals with their families than other youngsters from the community.
• The decrease in family activities that improve adolescentfamily communication and emotional closeness, is related to a most frequent use of mental health services.
• The lower level of satisfaction in an adolescent's perception of family function, the higher the probability of evidencing mental health complaints.
important moments in a person's life. 8 The lack of such practice can represent one more factor that impedes the resolution of the crisis of adolescence. 33 34 Celebrations with the extended family, for example, are an important source of information providing family histories and modelling conflict resolution; stories of the parents as children, or how an uncle or grandfather may have overcome some particular difficulty. Depriving a child of such information, so crucial to the maturation process, puts the child at a disadvantage in formulating his/her own sense of self. 15 30 In contrast with the adolescents of the comparison group, the adolescents who sought assistance also practise less activities with their parents, such as travelling, talking and shopping together. It is interesting to observe that these kind of activities, which facilitate communication as well as emotional closeness, may play an important part in the future, allowing the families to implement the educational function and the emotional development of its members while theythe families-remain stable within a fluctuating society. 3 Finally, the perception of the case group with respect to family function as manifested in the feeling of being loved, of spending time together, and of solving problems, is significantly more negative than in the comparison group. This completes the profile that differentiates the two groups based on their respective perceptions of family rituals, activities and function.
When the development of intervention strategies is the aim in public health, the study of settings and/or systems seems to be, at times, a very useful instrument in analysing health problems. In this sense, the theoretical principle of this paper is based on circular causality, on the idea that an individual influences and is influenced by the context in which the person lives, in this case, the family. Thus, a more thorough study identifying the parameters in the area of family relations would be necessary. In the meantime, gathering information on ritual and family activities could be included in interviews of professionals working with adolescents in the clinical field to identify the possible presence of social/family factors that influence the patient's condition.
